Functional Assessment of Cancer Therapy (FACT) instruments, for example, ask the respondent to rate, on a scale that ranges from "not at all" to "very much," the extent to which he or she is "able to work (include work at home)." 5 Role functions in the workplace and at home are similar but not identical constructs. It may be more difficult in the face of illness to maintain employment roles than domestic roles. Symptoms may be more limiting at work than at home because job tasks cannot be interrupted and resumed as often as needed. Cancer survivors have reported that they experienced more fatigue at work than at home. 14 Conversely, being able to do some paid work, even if it is not the same amount as previously, may be valued by patients because it helps them retain their personal identity. 15, 16 A person's perceptions are fundamental to quality of life, according to the World Health Organization's definition of quality of life as "an individual's perception of their position in life in the context of the culture and value systems in which they live, and in relation to their goals, expectations, standards and concerns." 17 FACT instruments include a question on personal fulfillment from one's work, but the item includes both employment and role function at home. Other quality of life instruments omit the patient's perceived value of their
Introduction
As cancer deaths decline, more patients are navigating their treatment and follow-up in the context of their careers. When studying employment outcomes among cancer survivors, typical measures include whether they returned to work, how soon they did so, how many hours they worked per week, and whether their career pathway changed. [1] [2] [3] [4] Quality of life instruments also assess role function, but employment and daily activities outside of work are included within each question, precluding independent evaluation of employment (Table 1) . ability to fulfill role functions, focusing instead on the quantity of activities performed (Table 1) .
Even when cancer survivors work fewer hours than they did before diagnosis, their quality of life may be enhanced if people at work are a source of social support. 18, 19 On the other hand, lack of social support at work may detract from quality of life when coworkers react negatively or the supervisor stops recommending the cancer survivor for promotion or training to upgrade skills. [19] [20] [21] Such distressing experiences can reduce quality of life even when these individuals have not cut down on the amount of time they work. Cancer survivors may view social relationships at work quite differently from social relationships outside of work, according to research on diagnosis disclosure. In a study of disease-free breast cancer survivors, 96.8% had told their friends about their illness, but only 51.2% and 41.1% had made this disclosure to coworkers and supervisors, respectively. 19 Quality of life instruments blur potential distinctions between social support in the workplace and in the family or community, but social interactions in the workplace can be assessed using validated instruments for measuring cancer-specific social support, job strain, or workplace productivity (Table 1) . [9] [10] [11] [12] [13] 22 The goal of our study was to examine the employment experiences of women diagnosed with gynecologic cancer to obtain their views on the relationship between employment and health-related quality of life. We sought to identify attributes that might be useful to add to the measures of work-related role function on commonly used quality of life instruments. 
Participants
We considered individuals to be cancer survivors beginning at diagnosis, which is consistent with the recommendations of the National Cancer Institute, advocacy groups, and others. 23, 24 Study eligibility criteria were having a diagnosis of primary ovarian, invasive cervical, or uterine cancer made at least 3 months previously and having been employed at the time of cancer presentation. We studied women because previous research has documented ways in which they may be a particularly vulnerable group in the workplace. 3, 12, 14, 25 Although at least two-thirds of employed individuals return to work after cancer diagnosis, 1,2 women were 70% less likely than men to do so in a study of 1,433 cancer survivors. 25 The reduced rate of return to work among women in the study could not be explained by differences in age, cancer type and stage, education, marital status, chronic conditions, or physical demands of the job. In a group of men and women who were tumor-free after primary treatment of a variety of cancers, 17% reported they had made job changes as a result of cancer,and women were more likely than men to do so (21.9% of 219 women compared with 11.3% of 212 men, P = .003). 3 We chose a larger sample size than that in other focus group studies [26] [27] [28] [29] for three reasons. First, we wanted to represent a relatively broad spectrum of women's cancer-related role function limitations by including women with endometrial, ovarian, and cervical cancer. 27, 28, [30] [31] [32] Physical limitations are short-lived in earlystage endometrial cancer but are typically chronic and recurrent among women with ovarian cancer because it presents at later stages and is often refractory to treatment. Older age at diagnosis may make retirement a viable option among women with cancers of the ovary or endometrium, whereas cervical cancer is more likely to occur among younger women for whom retirement may not be an option. Their need to remain wage earners may be complicated by the fact that cervical cancer is more common among minority women of low socioeconomic status; the jobs available to them may have greater physical demands and fewer benefits such as paid medical leave. 27 Women with gynecologic cancers have also been underrepresented in previous research on employment outcomes. 1, 2, 4, 19, 26 The second reason for recruiting a large sample was to include a wide variety of jobs. Because women's employment experiences are likely to differ by job type, we estimated that thematic saturation would occur at a larger than usual sample size. 29 The third reason for the large sample size was that we wanted to collect quotes to use when developing educational materials about employment issues during cancer survivorship. Quotes, vignettes, and narratives from peers may increase self-efficacy for adopting health behaviors and can make educational materials more interesting. [33] [34] [35] At the usual point of thematic saturation in focus group research, the collection of quotes on an important topic may not include any that are concise enough for patient education purposes.
Cancer survivors were recruited primarily through two gynecologic oncology practices. The Kansas oncology practice is a community-based clinic affiliated with a satellite campus of a medical school; it is the only gynecologic oncology practice within a 150-mile radius. The North Carolina oncology practice is the gynecologic oncology section of a comprehensive cancer center at the main campus of a medical school. Recruitment was also accomplished by public advertising and word of mouth. A referral form allowed participating cancer survivors to recommend their husbands or another support person for possible study participation.
Data Collection
Each focus group was led by a moderator of the same gender as the participants. Focus groups were offered at a variety of times, including evenings and weekends. Participants could select either a face-to-face or telephone focus group format. Conferencing was used to link multiple participants by telephone. Dynametric Call Saver Pro, version 1.05 (Monrovia, CA), was used to record calls directly to a computer. Focus group moderators used a set of interview guide questions (Table  2) while allowing the discussion to flow freely. Before beginning this study, an initial set of questions was used in preliminary focus groups. We used some questions that addressed risk factors for poor work outcomes after cancer diagnosis. 2, 19 We modeled other questions on those used in prior qualitative studies of employment and quality of life among cancer patients, such as "Did you discuss your illness with the people you worked with?" 26 and "Should doctors ask their cancer patients whether they want help dealing with…?" 28 Based on the field tests, a smaller set of questions with more open-ended phrasing was developed for the present study ( Table 2) .
Characteristics of the study population were collected by questionnaire and medical record review. Work history items were modeled on those used in previous studies among cancer patients and among individuals with occupational injuries. 2, 36, 37 Satisfaction with the main job held at cancer presentation was assessed for "How things went overall at your job," using a 10-point scale ranging from 1 ("not satisfied at all") to 10 ("very satisfied"). The wording "How things went" has been used in validated instruments assessing functional limitations at work 13 and physician satisfaction with patient encounters. 38 Current quality of life was assessed using the Functional Assessment of Cancer Therapy-General (FACT-G), version 3, which has a maximum score total score of 104, comprised of four subscale scores: physical wellbeing (7 items), social and family well-being (7 items), emotional well-being (5 items) and functional wellbeing (7 items). 5 Each item is scored on a scale from 0 ("not at all") to 4 ("very much"), with higher scores representing better quality of life. The instrument is reliable (Cronbach's alpha values > 0.88) and has excellent test-retest results (correlation coefficients > 0.90). 5, 39, 40 The functional well-being subscale contains 2 items regarding work -one that addresses ability to work (including work at home) is fulfilling (Table 1 ). In the general population (without cancer), the FACT-G physical well-being and functional well-being subscale scores (mean ± standard deviation) are 22.7 ± 5.4 and 18.5 ± 6.8, respectively, and a change of 2 to 3 points is considered clinically significant. 39 
Data Analyses
Descriptive data from questionnaires and medical records were managed using the Statistical Package for the Social Sciences, version 14.0 (SPSS Inc, Chicago, IL). Focus group recordings were transcribed and categorized using NVivo7 (QSR International Pty Ltd, Cambridge, MA). Two observers coded each transcript independently. Open coding was first used to generate broad descriptive categories centering on the topics in the focus group moderator guides and then according to additional topics that participants raised. Keywords, ideas, and themes were identified and ordered logically. Categories were combined and collapsed to organize the qualitative data. Quotes that best exemplified key themes were then selected. 29 
Results
A total of 73 gynecologic cancer survivors and 25 support people participated in the study. Most of the cancer survivors (83.6%) were referred from the two gynecologic oncology practices. Characteristics of the cancer survivors are provided in Table 3 . At the time of
Gynecologic Cancer Survivors
Tell me what quality of life means to you. Describe your feelings about having a job or having a career. What tips about work situations would you give to newly diagnosed women? To whom did you turn for advice about your job? How are your feelings about your job influenced by whether a person at work helped you with a job issue related to a health problem you were having?
Support Persons
What does quality of life mean to you? Describe your experience about the cancer survivor's work. What advice did you provide her about her job? Talk about how people at work affected her health. 
Employment and Quality of Life
Cancer survivors viewed their jobs as important to their quality of life, as exemplified by the following quote from a teacher:
[Getting back to work] was something I was always working towards. Actually during my treatments, I'd have teachers call me. I kept saying I was bored… The teachers brought me things that I could do like bulletin boards… I would cut out and I would color and it made me think that I was there. Even though it was not my work -it was some body else's -it was just my incentive… It uplifted me and kept me motivated then. Not sit at home and wait around and do nothing.
Another woman felt left out when she could not work at her job:
There were times I felt so bad that just getting through the treatment seemed like an ordeal. But then when you are at that time when you are not really, really bad -that is totally depressing. To feel like everybody else has this life and it is just going by you… You are just kind of hanging out on the out side looking in. You are going to treatments and coming back home.
Social relationships at work were important to quality of life. A cancer survivor's husband said:
I think that the relationship that they have at work brings out a lot of qualities of life. The people she worked with were so critical to her quality of life.
A cancer survivor's daughter revealed the following, which had not been mentioned by the cancer survivor herself:
For my mother, her job is a big part of her life because she does not have any grandchildren. She is not married, so her job and her cats and her dogs and me are her life… I mean, I don't know what she would do without her job.
Devoting too much time to work, however, detracted from quality of life, as noted by women who said that cancer helped them review their priorities: 
Quality of life, it changed after this for me. It was more, I mean I was really sometimes so involved in career that

Lack of Medical Leave Time
Many women said that lack of medical leave was a hardship. For example, one of the cancer survivors had used most of her sick time during the 2 years before her cancer diagnosis to care for her dying mother and mother-in-law. Rapid return to work was necessary after her surgery, and this was not a positive experience. She soon quit her job to avoid being fired:
I was naive about how bad it could be (laughs), how bad it could be with one's workplace. Totally naive, having seen other things with people that had gone well. I was in a very bad situation by the time I got a diagnosis. I think I had a total of one week of sick leave left after five years of being there… I pretty much had to pick up and go on as quickly as I could… Colleagues offered to management to give me some of their sick leave or vacation and that was denied… It was almost like an opportunity to get rid of me… I made a decision to leave my job.
Her support person provided an additional view, describing the emotions the survivor felt at the time:
Coming back after her surgery, she was not 100%, and yet she had to give more than 100% at our workplace. Because 
Discussion
Items about role function on commonly used quality of life instruments such as the Medical Outcomes Study Short Form-36 (SF-36), the FACT-G, and the European Organization for Research and Treatment of Cancer's 30-item quality of life questionnaire (EORTC QLQ-C30) do not distinguish between employment and roles at home (Table 1) . In our study, the employment experience was described as distinct from role function at home. The women cancer survivors in our study described many positive influences of workplace experiences on their quality of life. They often felt a sense of accomplishment when they were well enough to work, even when they had to reduce their hours or if were not able to perform certain tasks. Work provided normalcy at a time when cancer threatened to take control of their lives, a finding that has been noted by other investigators. 41 Workplace experiences also had a negative impact on quality of life. Involuntary job loss was a real risk after cancer diagnosis (18.1% left due to illness and 6.9% were fired or forced out or quit to avoid being fired) ( Table 3) ; loss of income could be a significant hardship. Most women received social support at work, but when postoperative limitations and treatment side effects affected their ability to be productive, some coworkers resented this. One woman kept working the same amount despite not feeling well, saying, "You gotta work to eat," but she was in constant fear that she would be fired if she did not do so. Another woman was afraid that her coworkers would be upset because she had to reduce her working hours. However, her medical limitations in the workplace indirectly improved her quality of life by giving coworkers a chance to step in and do the tasks she could not perform, showing that they cared about her.
Our quality of life findings add to previous studies in the literature that linked unsupportive workplace environments with lower rates of return to work after cancer diagnosis. [19] [20] [21] The cancer survivors in our study said that social support from coworkers and the quality of the relationship with the supervisor were highly important to their quality of life. Social support received at work could be poor, while at home or in the community, social support could be good. It is not clear how this would affect the net amount of social support that cancer survivors report on quality of life items that do not specifically address positive and negative interactions with people in the workplace (Table 1) .
No cancer survivor or support person equated working more hours with greater quality of life. Rather, many women said that just being able to work was important to them. Cancer made some women pause to rethink their priorities and realize that working too much before diagnosis had detracted from their quality of life. Rapidly returning to work and working a full schedule of hours despite symptoms and treatment complications were stressful for some women. These findings suggest that a domain not captured by existing quality of life instrument is the value that cancer survivors place on their work-related role function and that the intangible value provided by employment may not be linearly related to quantity of role function in the workplace.
This study has several limitations. The sample size did not provide enough statistical power to compare employment outcomes according to cancer type and stage among the cancer survivors, and only 25 support people participated. However, the sample size was sufficient for gathering many perspectives and experiences for qualitative data analysis. The retrospective design may have led to recall bias, and selection bias could have occurred if research participants with certain characteristics were more likely to participate. These potential biases did not invalidate this study because women with both good and poor employment outcomes participated, and participants described both happy and painful workplace events.
A strength of this study was the variety in the sample, which provided a rich collection of employment experiences from women in two geographically-distant states. The study population represented many kinds of jobs at diagnosis -blue collar and white collar occupations, self-employment and employment by a company, large and small companies, and urban and rural employers. Conducting focus groups in the evening and on weekends allowed women to participate regardless of current employment status. Offering focus groups by telephone allowed women to participate if they were currently ill or lived far from the study center.
Another strength of this study was that the women living with cancer, their husbands, and women support persons provided complementary perspectives. This was illustrated by the narrative from a woman with little sick time who returned to work too soon and then quit because she feared being fired. The coworker confirmed these events and added to the cancer survivor's story by telling how people at work reacted to her predicament and tried to help her. A daughter described reasons why work was such an important part of a cancer survivor's life. These details would not have come to light through use of standard quality of life instruments or if only the women with cancer had been invited to participate in the research.
Conclusions
Established quality of life instruments such as the FACT-G and the EORTC QLQ-C30 reliably detect differences in quality of life associated with disease stage and treatment effects when used in clinical trials of antineoplastic therapy. [5] [6] [7] [8] 39 Because these instruments do not distinguish between role function and social relationships at work and at home, they may be used with anyone, regardless of employment status (Table 1) . Improved antineoplastic therapy is increasing patient longevity and decreasing morbidity for many cancers, making it possible for survivors to participate in the workforce in greater numbers than in the past. 24, 42 More precise measurement of employment-related role function may be desirable to help evaluate the impact of survivorship services such as psychosocial assistance, exercise, and rehabilitation. 24, [43] [44] [45] Our study participants described work as an experience distinct from experiences at home. The lack of precision for assessing employment factors in general quality of life instruments may be remedied by asking employed individuals to complete one or more additional instruments that measure role function in the workplace and social support received from coworkers and supervisors (Table 1 ). The domains captured by such supplementary instruments would address important topics raised by the participants in our study, but respondent burden would be increased because of the combined length of all instruments administered. Future research may be warranted to determine if a reduced set of employment-related items could be validated for use as an adjunct to standard quality of life measures. 
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